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a. Breakrast (Ef€&L I ttY& -
b. Lunch
c. Dinner
d. Snacks/Desserts

d. Eat snacks/dessert? 'l 
t'/

e. Drink coffee-based u"*r*r-a- whattypest ylODAlrtLtdl fnqYg
How many times per week do You

a. Exercise? 4 What types of exercises do you do and for how

ronua liF-T6l4 htS , &o Yniy'\.
b. Eat out? g atVrtrich restiurants?

b. Potato chips/other snack chips? t OUF

c. Meat? 7, 
.)

d. Fruit/Vegetables? 1

e. soda or to""r *"*J jTTEl
r. ruice? \g(ry. \-/

6. Do you drink milk? U6 
lf Ves, what tVry ot milk (circle one): skim tU" 
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t. Pleasestateyourre* lV andgender -Vi/lLL€
2. Please describe on a typical day, what you eat for:

How many times per day do You
a. Drink soda? What tYPes?
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b. Drink sports drinks?

c. Drink juice? 4 What tYPes?

7. Do you have any dieiary restrictions? Y8( lf yes, please describe them

List any medical that you have: xJ ovt6
ls there a history of any health condition in your family? Y-fl lf yes, please list the

condition(s):
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What would you itrpicalty desiribe as a serving of

a. Cereal? 1 bOdL
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